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Despite increasing evidence about the value and importance of breastfeeding, less than half of the world’s infants and
young children (aged 0-36 months) are breastfed as recommended. This Series paper examines the social, political,
and economic reasons for this problem. First, this paper highlights the power of the commercial milk formula (CMF)
industry to commodify the feeding of infants and young children; influence policy at both national and international
levels in ways that grow and sustain CMF markets; and externalise the social, environmental, and economic costs of
CMEF. Second, this paper examines how breastfeeding is undermined by economic policies and systems that ignore the
value of care work by women, including breastfeeding, and by the inadequacy of maternity rights protection across the
world, especially for poorer women. Third, this paper presents three reasons why health systems often do not provide
adequate breastfeeding protection, promotion, and support. These reasons are the gendered and biomedical power
systems that deny women-centred and culturally appropriate care; the economic and ideological factors that accept,
and even encourage, commercial influence and conflicts of interest; and the fiscal and economic policies that leave
governments with insufficient funds to adequately protect, promote, and support breastfeeding. We outline six sets of
wide-ranging social, political, and economic reforms required to overcome these deeply embedded commercial and

structural barriers to breastfeeding.

Introduction

The displacement of breastfeeding and breastmilk with
commercial milk formula (CMF) over the past century and
a half represents a major transition in the nutrition and
care of infants (aged <12 months) and young children
(aged 12-36 months) worldwide.! Today, breastfeeding
rates remain greatly reduced compared with rates practised
before CMF marketing efforts intensified in the mid-20th
century. The transition for infants and young children to
diets that are higher in CMF has accelerated in
recent decades, alongside rapid growth of ultra-processed
food markets, especially in highly populated lower-middle
income and upper-middle income countries.” This dietary
change raises serious concerns for human and planetary
health, given the long-standing association between
exposure to CMF marketing and infant malnutrition,
ill health, and mortality (so-called commerciogenic
malnutrition); displacement of the health, developmental,
and food security benefits of breastfeeding; and the
contributions of CMF supply chains to global heating and
other forms of environmental degradation.*®’

The first and second papers in this Series* present
several reasons for the global rise of CMF in human
diets, including the CMF industry’s exploitation of
parental anxieties; ubiquitous marketing; and absent or
inadequate protection and support for breastfeeding
within health-care systems, work settings, and
households. In this Series paper, we look further
upstream and examine the root causes of low worldwide
breastfeeding rates® to understand why so many women
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and families are prevented from making and
implementing informed decisions about feeding and
caring for infants and young children; why so many
policy makers and health-care professionals are co-opted
by CMF marketing and other commercial forces; and
why so many countries have not prioritised and
implemented policies to protect, promote, and support
breastfeeding. It is important to note that we use the
terms women and breastfeeding throughout this Series
for brevity, and because most people who breastfeed
identify as women; we recognise that not all people who
breastfeed or chestfeed identify as women.

We adopt a political economy approach (figure 1 and
panel 1) that examines the role of actors, interests, and
systems of power in shaping infant and young child
feeding patterns and outcomes across three domains of
society. The first domain is commerce, which focuses
especially on the power of the CMF industry and the
commercial determinants of infant and young child
feeding. The second domain is care and work, which
focuses on gendered power systems, women’s social
roles and rights, and how society values breastfeeding
and other forms of care work. The third domain is health
systems, which focuses on the reasons why breastfeeding
protection, promotion, and support is often inadequate.
Throughout, we recognise breastfeeding and the
capability to breastfeed as vital contributions to the
realisation of human rights for women and children,
including the right to the highest attainable standard of
health and nutrition, and the right to life."**
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Key messages

+ Lessthan half the world’s infants and young children are
breastfed as recommended, despite evidence of the
importance of breastfeeding and knowledge about how
breastfeeding can be effectively protected, promoted,
and supported. Political economy research helps to
understand the social, political, and economic reasons for
the low rates of breastfeeding worldwide.

+ The substantial power of corporate and financial actors
with interests in expanding commercial milk formula
markets, underpinned by global trade, investment,
and financial institutions, is deployed in various ways to
block more effective commercial milk formula marketing
regulation and breastfeeding protection.

« Inaddition to causing health harms, new analyses show
the extractive nature of the commercial milk formula
industry, and how it also contributes to widening
socioeconomic inequalities and considerable
environmental harms.

+ Theinadequacy of governments and economic systems in
recognising the value of breastfeeding and care work
(predominantly done by women), and insufficient
investments in maternity protection are also factors
underpinning the growth of commercial milk formula
markets. Half a billion women worldwide are denied
adequate maternity protection, most of whom are in
underpaid, precarious, or informal work.

« Several structural drivers contribute to the widespread
inadequacy of breastfeeding promotion, protection,
and support within health-care systems. These drivers
include gendered and biomedical power systems that
undermine culturally appropriate and women-centred
maternity care; ideological factors that accept and
encourage corporate influence within health systems;
and economic policies that constrain public budgets.

+  Overcoming structural barriers to breastfeeding requires
determined and wide-ranging reforms that extend
beyond the health sector. These reforms include actions
aimed at social and political mobilisation, and curtailing
corporate and financial power. Furthermore, reforms to
protect and uphold the rights of women and children and
to eliminate deeply embedded gender biases within the
economy are required.

The commercial determinants of infant and
young child feeding

The global expansion of the CMF industry has
transformed infant and young child feeding into an
object of commerce and trade by displacing
breastfeeding, as a biopsychosocial system of nutrition
and nurture, with commercial supply chains across
ever-widening populations of women and infants and
young children.*** Commencing in the 1860s with the
invention of CMF, this commodification has played out
along two main axes.

The first axis is through globalisation, and the
expanding geographical reach of the CMF industry and
its marketing practices. Corporations from Europe and
the USA first expanded in the markets of their home
countries and of their colonies, and then from the
mid-20th century onwards, more intensively in low-
income and middle-income countries (LMICs).”>"*
Within countries, CMF markets generally spread first
among wealthier consumers in urban centres, before
expanding to more socioeconomically disadvantaged
consumers and areas.” In the past four decades,
structural transformations in the global economy,
including an explosion of trade and investment
agreements, have constrained the power of
governments to regulate domestic markets, while
enabling the CMF industry to globalise their supply
chains and marketing.** The increasing power of
financial actors in the global economy, resulting from
deregulation and increased private financial flows, has
further empowered corporations to globalise, and it has
driven more aggressive modes of profit-seeking and
wealth accumulation.

Such profit-seeking is reflected in the second axis of
expansion, whereby the CMF industry has widened the
boundaries of CMF markets and infant and young child
populations subject to commodification.*** Product
ranges expanded from mainly a single infant formula
category (from birth onwards) before the 1980s, to
include products for younger infants (aged 0—6 months),
follow-up formulas for older infants (6 months or
older), toddler and growing-up milks for young children
(12 months or older), and products for pregnant and
lactating women.**# This diversification allowed
corporations to rename products, with the intention of
circumventing marketing regulations that they
interpreted as applying to infant formula only, and to
cross-promote entire product ranges by using near-
identical branding and packaging.®***# Expansion
further involved widening perceptions about the
boundaries of diet-related infant and young child
illness, through industry-driven over-diagnosis of
medical conditions such as cows-milk protein allergy,**
and by pathologising typical infant and young child
behaviours such as fussiness, gas, and crying to induce
demand for so-called specialised formulas that were
claimed to deliver treatments.**

The CMF industry and the state-industrial complex

Despite the adoption of the International Code of
Marketing of Breast-milk Substitutes in 1981 and of
subsequent resolutions (hereafter referred to as the
Code),” global CMF sales grew 37-fold between 1978 and
2019, from US$1-5 billion to $55-6 billion annually.*
Nestlé, Danone, Reckitt, Mead Johnson, Abbott, Friesland
Campina, and Feihe dominate today’s global market,
collectively controlling 60% of CMF sales in 2021 (appendix
p 4). As markets have grown, these corporations have
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Figure 1: Framework for investigating the political economy of infant and young child feeding

This framework is conceptual only and not intended as a complete representation of infant and young child feeding systems; we acknowledge infant and young child
feeding practices other than either breastfeeding and commercial feeding, including for example, feeding one’s own or another woman'’s breastmilk from a cup or
bottle, breastfeeding by a person other than the mother, feeding other liquid or home-prepared complementary (solid) foods, and mixed CMF and breastfeeding.
We use the term breastfeeding women, acknowledging that lactating women besides the mother (eg, family members) also breastfeed infants and young children,
except in instances where we cite studies that specifically use the term mothers. CMF=commercial milk formula.

accumulated substantial material resources, enabling their
acquisition of competitors, large investments in marketing,
and implementation of globally coordinated political
activities to protect their interests.*** This growing material
power manifests in oligopolistic markets, with three or
fewer corporations dominating in most countries.* These
oligopolistic markets parallel increased consolidation in
the food sector more generally, reflecting lax anti-trust and
competition laws, and the growing power of transnational
corporations to gain policy and fiscal concessions from
national governments in a globalised economy.**

The interests of CMF manufacturers intertwine with
other corporate actors and sectors. For example,
manufacturers employ global advertising agencies to
implement their marketing strategies, which are now
enabled by digital surveillance technologies.”* Nestlé
alone spent approximately $9-9 billion on consumer
facing advertising in 2016 (for all products), making them
the third highest spender among all corporations
worldwide.”** The dairy industry also has a vested interest
in expanding CMF markets, evidenced by its aggressive
lobbying against CMF-related regulations.*

To help promote market expansion, major dairy and
CMF producing countries—especially the USA,
Australia, the EU, and New Zealand—have advocated
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on behalf of these industries in international fora. These
states, and sometimes the dairy and CMF industries
themselves, have sought to influence infant and young
child feeding policies and food regulatory standards at
WHO and the Codex Alimentarius Commission, and
used World Trade Organization (WTO) and bilateral
processes to challenge, and ultimately weaken, breast-
feeding protection laws in other member states
(panel 2).

The CMF industry's political strategies

The ability of CMF corporations to expand and sustain
their marketing practices worldwide*® is only possible
because of their large investments in corporate political
activities aimed at fostering policy, regulatory, and know-
ledge environments conducive to such marketing.**”7
These activities closely mirror those of the tobacco,
alcohol, and ultra-processed food industries.”” Together,
these activites represent two faces of corporate power: a
covert one intended to constrain critical discourse, co-opt
opponents, and curtail regulation; and a public-facing
one that projects an image of benevolence and corporate
social responsibility.*® The CMF industry has
established a global influence network of trade
associations and front groups that lobby, often covertly,
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Panel 1: A political economy approach to infant and young child feeding

Political economy research typically involves examining
complex, multifactorial, and context-dependent phenomena.
Hence, we adopted a multidisciplinary and interpretive
approach, involving the synthesis of diverse data sources,
collected in two steps. First, extensive branching searches of
scholarly databases and organisational websites to source
documentary evidence. Second, key informant interviews
with 86 participants, including those from multilateral
development agencies, national governments, international
and national civil society organisations, and research
institutions. These data informed the overall paper, plus the
development of an international case study, and country case
studies, on the corporate political activities of the CMF
industry (appendix pp 1-3).

By adopting a political economy approach, we emphasise how
political, economic, and social factors combine to structure infant
and young child feeding patterns and outcomes at the population
level (figure 1)."* This approach follows UNICEF’s conceptual
framework, which identifies “economic structures and political
and ideological factors that control and distribute resources
across society”, as the basic causes of child malnutrition and
mortality.*** We focus especially on the distribution of power

and resources between different actors and interests in society,
and the processes that sustain and transform these distributions
over time.”* We consider how specific knowledge systems,
discourses, and beliefs (ie, ideas) influence thinking and action in
society;” how economic arrangements, policies, regulations,
and social norms (ie, institutions) structure behaviour and
decision making;** and how the distribution of financial power
and other resources determine the capacities of different actors to
meet their needs and pursue their interests.**

Political economy research is typically critical in its
orientation, recognising that overly technocratic and
compartmentalised problem-solving approaches, or those
that ignore the role of actors, interests, and power,”

against strengthening and implementing the Code and
other breastfeeding protection measures at international
(panel 2) and national (panel 3) levels.* This network is
a major impediment to worldwide implementation of
the Code. Such lobbying contradicts the corporation’s
public-facing corporate social responsibility initiatives,
and stated commitments to breastfeeding. Although
Nestlé, Danone, Reckitt, and Abbott have corporate
policies to interact responsibly with public authorities,
they outsource much of their lobbying to a diverse range
of front groups, many of which they have co-established
and coordinate.*

The first such group, the International Council of
Infant Food Industries, was established in 1975 under
Nestlé’s leadership to enable third-party rebuttals against
breastfeeding advocates.® Since then, other international
peak bodies have been established and disbanded. Core to

are inadequate to address the scale and complexity of the
challenge of improving worldwide infant and young child
feeding patterns and outcomes.”** We examined the
interactions between actors with interests in the promotion
and expansion of CMF markets, and those with obligations
and interests in realising the rights of women, infants, and
young children to the best possible nutrition, food security,
and health breastfeeding provides.** And we questioned
why—40 years after the WHA adopted the International Code
of Marketing of Breast-milk Substitutes—so few countries
have fully implemented its provisions, or those of subsequent
WHA resolutions, into national law.

Political economy research also investigates how different
actors acquire and deploy power and resources to further
their interests and agendas. This research includes
highlighting the structural factors that determine
distributions of power and resources between governments,
corporations, and civil society within a globalised economy;
between men and women, and adults and children; and
between various actors and models of care within health
systems. Different forms of power are available to different
actors: the power of states to make and enforce laws in
support of the progressive universal realisation of human
rights; the material power of financiers and corporations to
grow and sustain CMF markets; the moral power of civil
society actors to hold governments, corporations, and health
professionals to account; the epistemic power of scientists
and health professionals to generate evidence and
knowledge; and crucially, the agency of women and families
and their capabilities to pursue the infant and young child
feeding options that they value most.?**

We use the terms women and breastfeeding throughout this Series for brevity, and be-
cause most people who breastfeed identify as women; we recognise that not all people
who breastfeed or chestfeed identify as women. CMF=commercial milk formula.
WHA=World Health Assembly.

this influence network today is the International Special
Dietary Foods Industries and its 20 member associations
spanning six continents, who lobby specifically in relation
to CMF marketing and other baby food regulations.*
Some have authoritative names akin to professional
bodies, for example the Infant and Pediatric Nutrition
Association of the Philippines.” Other industry groups—
including advertising associations, food manufacturing
associations, dairy associations, and science communi-
cations organisations—lobby against market regulations,
promote voluntary self-regulation, and disseminate
corporate-funded science.*

CMF manufacturers promote self-regulation through
corporate policies on responsible marketing, as a strategy
of policy substitution to delay or replace state regulation,
alongside corporate social responsibility activities
projecting an image of ethical and sustainable conduct
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Panel 2: Political activities of the CMF industry and allied governments at the international level

The CMF industry, and the governments of dairy-producing and
CMF producing nations, have created substantial tensions
between WHO and other global health actors seeking to
protect, promote, and support breastfeeding, and those
pursuing the harmonisation of international food standards in
the Codex Alimentarius Commission, and trade and investment
liberalisation in the WTO.”

In particular, WHO has faced repeated challenges from
commercial interests. Although the WHA, as WHO's main
governing body, has the power to establish binding
international treaties, it adopted the International Code of
Marketing of Breast-milk Substitutes in 1981 (hereafter
referred to as the Code)* as a set of non-binding
recommendations to appease opposition from the USA and
dairy-producing member states at the time. Industry
representatives lobbied WHO staff and member states,
attempting to weaken the strength and scope of the Code’s
provisions.**%

Since then, the CMF industry has contested WHO technical
guidance and WHA resolutions intended to strengthen and
update the Code. In 2016, for example, lobbyists opposed WHA
Resolution 69.9 that urged member states to adopt technical
guidance calling for an end to the inappropriate promotion
(including cross-promotion) of foods for infants and young
children. This resolution affirmed that the Code covers products
for infants and young children aged 0-36 months, including
follow-up formula and toddler milk products, which the CMF
industry has long argued are outside of scope.® Two CMF industry
lobby groups issued a statement to the WHO Executive Board
opposing the guidance. A dairy lobby group endorsed their
position, and further called on US officials to work aggressively
toward improving the WHO's procedures. Despite a strongly
worded resolution urging member states to implement the
guidance, Nestlé insisted member states were not obligated to do
so, because it used the wording “welcomes with appreciation”,
rather than “adopted” or “approved” the guidance.®® An analysis
of corporate lobbying in relation to US government positions to
WHO found parties connected with the CMF industry or listing
CMF-related concerns in their disclosures spent almost

US$7 million on WHO-related lobbying activities in 2016.*

In 2018, US officials opposed Resolution 71.9, which addressed
among other things, worldwide progress on implementing
WHA Resolution 69.9, and conflicts of interest in nutrition
programming. US officials called for changes to multiple
provisions and threated to enact trade measures and retract
military support for Ecuador, the resolution’s proponent. This
response had a chilling effect, with some other member states
declining to support the resolution, although it was eventually
adopted.®*** In 2000, a CMF industry lobby group requested
WHO delay the adoption of new technical guidance, and hence
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the subsequent WHA Resolution, that would extend the
recommended duration of exclusive breastfeeding from

4-6 months to approximately 6 months. This lobbying
occurred across WHO's six regional committee meetings that
year, and the Executive Board meeting and WHA the following
year, indicating transnational coordination.*

The Codex Alimentarius Commission is the UN's food standard-
setting body, jointly administered under the WHO and Food and
Agricultural Organization food standards programme, which is
responsible for establishing international food standards. This
body spans the global health and trade regimes, with a dual
mandate to protect public health, and to harmonise international
food standards and facilitate trade. Codex Alimentarius standards
provide minimum benchmarks for national food policies and
standards, including on the safety, composition, packaging, and
labelling of CMF and other baby foods. Some WTO agreements
recognise the Codex Alimentarius Commission and its standards,
meaning countries intending to establish more stringent
regulations could be challenged by other member states (where
industry has strong interests and influence) in WTO fora.

Subsequently, Codex Alimentarius Commission standard-
setting processes have become highly politicised, and saturated
with industry representatives.”* Between 2005 and 2019, the
CMF, dairy, and other industry representatives not only
comprised 70% of non-state observers (without voting rights)
in the Codex Alimentarius Commission Committee on
Nutrition and Foods for Special Dietary Uses, but also 28% of
the member state delegations (with voting rights), greatly out-
numbering those from civil society groups representing the
interests of women and infants and young children.
Pro-industry positions concerning the Codex Alimentarius
Commission Standard for Follow-Up Formula claimed that
external references, including the Code and subsequent WHA
resolutions, should not be cited; that CMF products for ages
12-36 months are not breastmilk substitutes, contrary to the
aforementioned WHO technical guidance; that additives with
sweet taste, types of sweeteners, and sugar content should not
be restricted; and that the marketing technique of cross-
promotion be excluded.””¢

The WTO is the main member-state organisation for negotiating
and enforcing rules governing international trade and
investment. Although implementation of the Code provisions
into national law is compatible with WTO law, and no formal
legal disputes concerning this have occurred,” industry lobbyists
have invoked legal arguments anchored in international trade
and investment agreements to counter governments attempting
to strengthen national breastfeeding protection laws. Large
dairy-exporting and CMF-exporting member states have
frequently used WTO processes to challenge proposed or existing
regulations of other member states. Between 1995 and

(Continues on next page)
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(Panel 2 continued from previous page)

2019, there were 245 interventions made in the WTO concerning
CMF marketing, labelling, or safety testing regulations of another
member state.” These interventions did not occur as formal legal
disputes, but as interventions during sub-arbitration processes,
the majority in the Technical Barriers to Trade Committee, and
often challenging national regulations for allegedly being more
restrictive than Codex Alimentarius Commission standards.
Interventions also occurred during periodic trade policy reviews of
member states’ compliance with WTO agreements, and screening
of non-member states seeking accession to the WTO.”

(appendix pp 5-6). Although the Code requests that
companies comply with its provisions, their
self-regulation falls far short of compliance,** and
violations have continued.”” Some global health actors
have assumed the strategy of trying to persuade
companies to voluntarily adopt desired practices;
however, this has not generated meaningful change. For
example, no global market leading company responded
to the Breastmilk Substitutes Call to Action. This Call to
Action was issued by WHO, UNICEF, and leading non-
governmental organisations (NGOs) in 2020 and called
for commitments to full compliance to the Code by
2030.*% Ethical investment approaches have also not
established full compliance. For example, Nestlé qualified
to join the FTSE4Good ethical investment index but only
after its Breastmilk Substitute Marketing Criteria were
watered down to align with Nestlé’s own policy. Other
companies viewed the FTSE4Good criteria as unrealistic
because they would limit their ability to market.***

The CMF industry also uses corporate-funded science
to portray products to consumers, policy makers, and
health professionals as safe, scientific, and medically
endorsed, with a vast research infrastructure to support
this.*”” For example, the Nestlé Nutrition Institute (a
not-for-profit established by Nestlé) is the “world’s largest
private food and nutrition research organisation”.” The
Nestlé Nutrition Institute employs approximately
5000 staff across 30 facilities worldwide, generating
approximately 200 research articles annually, dissemin-
ated through an e-learning platform, which engages
300000 health professional members worldwide.”*** Such
research promotes a biomedical and nutrient-centric,
rather than socially determined, interpretation of infant
and young child nutrition, often focusing on product
fortification (eg, added micronutrients), reformulation
(eg, reduced lactose), and functionalisation with novel
ingredients (eg, human-milk oligosaccharides).***

Evaluating CMF industry claims about its social,
environmental, and economic value

The CMF industry’s public relations messaging often
emphasises the jobs, investments, and other
socioeconomic benefits it provides to countries and

These interventions are inconsistent with the same member
state commitments on breastfeeding and are a major barrier to
strengthening national breastfeeding protection laws,
including through their strong chilling effect on government
reqgulators.®*** The case of Thailand (panel 3) illustrates how
such interventions substantially weakened the country’s
attempt to strengthen such a law.

CMF=commercial milk formula. WHA=World Health Assembly. WTO=World Trade
Organization.

warns against the adverse consequences of state-imposed
regulation (eg, in the Philippines and Thailand; panel 3).
However, these claims must be considered against the
substantial negative externalities that the industry
generates (panel 4). These negative externalities include
adverse health outcomes for women and infants and
young children; the related economic burden of higher
health-care costs, reduced cognition, and workforce
productivity; the diversion of household expenditure
from basic foods, medicines, and health care; and the
environmental harms associated with dairy production,
CMF manufacturing, and packaging waste.

Furthermore, new economic analysis shows how the
CMF industry contributes to the maldistribution of
wealth and income across society in ways that hinder
sustainable development.”™ Although CMF sales and
profits have grown markedly in the past few decades, the
industry’s effective tax rate has fallen (figure 2), reflecting
an international tax regime characterised by low corporate
tax rates and tax concessions, and an international
banking and accounting system that provides various
avenues for tax avoidance."™ Although the health,
economic, and environmental burden of growing CMF
markets is most prominent in LMICs, the wealth and
income that these markets generate accrue almost
exclusively to shareholders in high-income countries.

The CMF industry thereby actively contributes to the
inadequate and shrinking fiscal space available to
governments to mitigate the harms of CMF marketing,
and to resource policies and services that protect,
promote, and support breastfeeding.

Women, care, and work

In this section, we examine how gendered power systems
shape breastfeeding patterns by influencing women’s
access to economic resources of time and money, while
fostering dependence on CMF.”2 We describe the
gender inequity of invisible, unfairly distributed, and
under-resourced care work burdens.” In doing so, we
reject the framing of breastfeeding as a free or costless
activity, or as a lifestyle choice, which enables governments
and other actors to minimise their own responsibilities for
population nutrition and health, while encouraging the
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Panel 3: Country case studies on the corporate political activity of the CMF industry

Corporate political activity refers to the strategies and
techniques used by corporations and their lobby groups to
shape policies, regulations, and knowledge environments in
their interests.”””*” Here we present case studies of the CMF
industry’s corporate political activities in four countries.

The Philippines has a world-leading breastfeeding protection law
(the Milk Code), which it has continuously strengthened in the
face of industry opposition. Political commitment for a national
infant and young child feeding policy framework resulted from
the collective mobilisation of breastfeeding coalitions, civil
society organisations, and women's groups.” In 2006, when the
government moved to strengthen the Milk Code, a lobby group
representing US CMF manufacturers appealed to the Supreme
Court to rescind the regulations, resulting in a 398-day delay to
adoption. Lobbying targeted the President; members of
Congress; officials in the health, trade, and industry sectors; the
US Philippine Embassy; and UNICEF's international and regional
headquarters. In a letter to the President, the US Chamber of
Commerce claimed “the country’s reputation as a stable and
viable destination for investments is at risk”.° In 2007, a new
lobby group was established representing European and US CMF
manufacturers. Led by a former Congressman, the group
operated more covertly. This new lobby group pursued
partnerships with government agencies, lobbied against new
Milk Code regulations, and supported proposed legislation that
would weaken the country’s infant and young child feeding policy
framework. Messaging emphasised the industry’s supposed
contribution to jobs and the economy, CMF marketing as
empowering women by supporting informed choice, and the
country’s obligations under the WTO’s Agreement on Technical
Barriers to Trade and the Agreement on Trade-Related Aspects of
Intellectual Property Rights.”

Responding to WHA resolutions calling on countries to
strengthen implementation of the WHO International Code of
Marketing of Breast-milk Substitutes in 1981 (hereafter
referred to as the Code),” Thailand began drafting a revised
version of its own Milk Code in 2015. The proposed law
introduced new provisions restricting educational,
promotional, and marketing activities, including the use of
trademarked brand names, packaging, and symbols,
established criminal penalties for violators, and expanded
product coverage from 0-12 months to 0-36 months.>”¢
Between 2015 and 2018, the Thai Government had repeated
interventions in the WTO from the USA, New Zealand, the EU,
Australia, and Canada, mainly in the Technical Barriers to Trade
Committee.”” In 2017, the US Trade Representative reported
“seeking to ensure that Thailand’s final measure takes into
account appropriate scientific and technical information”, and
that it had engaged the Thai Government throughout the
period “bilaterally and at the WTO and continues to monitor
developments, particularly any potential regulations relating to
restrictions on products for young children”3* Evidence
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suggests CMF industry lobbyists met with senior government
officials in the National Legislative Assembly and National
Economic and Social Development Council, members of the
press, and health professional associations. Lobbyists stressed
the industry’s supposed economic importance, including the
jobs and livelihoods of dairy farmers.” In 2017, the Thai
National Legislative Assembly passed the revised Milk Code;
however, the extended product coverage for ages

12-36 months and criminal penalties had been removed.”

In 2012, South Africa passed new national legislation
(Regulation 991) to implement the Code, replacing the
country’s earlier voluntary and unenforceable code of
practice.”* This followed the high-level Tshwane Declaration of
Support for Breastfeeding in 2011, which declared South Africa
as a country that actively promotes, protects, and supports
breastfeeding. However, achieving Regulation 991 took 9 years,
with many setbacks resulting from CMF industry lobbying.

CMF manufacturers, led by Nestlé, formed a new lobby group,
the Infant Feeding Association, which applied pressure for
amendments to the requlations. Lobbyists raised concerns with
the National Department of Health during the drafting process,
which required detailed responses and legal advice, thereby
creating a substantial work burden for health officials and time
delays. The industry argued that the new regulations exceeded
and differed from the Code and Codex Alimentarius
Commission requirements, restricted the right of freedom of
expression and mothers’ rights to information, were
unconstitutional, and exceeded the authority of the Minister
and Department. During this time, Nestlé recruited a consulting
firm to conduct a stakeholder mapping exercise, to identify key
government officials, intergovernmental organisations, civil
society leaders, and academics to target through its lobbying
activities.**®

The USA is one of the only two UN member state not to have
ratified the Convention on the Rights of the Child. The USA is
among the few countries without a national breastfeeding
protection law, and the only high-income country without
legislated paid maternity leave. Despite being among the largest
contributors of overseas development assistance for
breastfeeding, the US Government has been a remarkable force
against worldwide implementation of the Code (panel 2). This
dichotomy reflects the powerful influence of US dairy industry
and CMF industry lobby groups. Between 2007 and 2018, the
largest six US CMF manufacturers together spent

US$184-2 million on lobbying the US Government, of which
$55-1 million (30-0%) was declared as CMF-related, and of which
$43-8 million (79-4%) was spent by Abbott alone.** Lobbying
has targeted the House of Representatives, the Senate, the US
Food and Drug Administration, the State Department, the US
Trade Representative, the White House, and the US Department
of Agriculture.*® Dairy, food, and beverage industry groups,
and the Infant Nutrition Council of America, also reported

(Continues on next page)
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(Panel 3 continued from previous page)

substantial CMF-related lobbying expenditures. Of Abbott’s
expenditure, $20-0 million (45-8%), was dedicated to trade-
related concerns,” frequently targeting the State Department
and US Trade Representative. The influence of this lobbying
expenditure is most likely reflected in actions taken by the US
Government on behalf of the industry to oppose marketing
regulations in Hong Kong, Thailand, Malaysia, and Indonesia in
the WTO, and through direct bilateral engagements with
governments seeking to implement national breastfeeding
protection laws.®# Lobbying often targeted the US

attribution of blame to women and families.** We
highlight the need to recognise, reduce, and redistribute
the unequal sharing of unpaid care work between men
and women, and across society as a whole,”" and
describe how actions to integrate unpaid work into macro-
economic policies can improve breastfeeding and health.

Recognising and valuing breastfeeding as care work
Breastfeeding is archetypal of care work.” Women’s
unpaid care work in households is unmeasured,
unrecognised, and unvalued by global economic institu-
tions."” Not recognising this work in economic statistics
generates gender inequity and distorts fiscal priorities,
and has been condemned by feminist economists as
applied patriarchy.”*™

Care work consists of activities and relations needed to
fulfil the physical, psychological, and emotional needs of
all humans including infants and young children, older
people, people living with disabilities, and people who
are sick or ill.** According to the International Labour
Organization (ILO), “care work is at the heart of
humanity, as all human beings are dependent on care to
survive and thrive”."” Caring activities can be direct
(eg, infant and young child feeding or nursing a person
who is sick) or indirect (eg, cleaning, cooking, or
collecting water). Survey data from 64 countries show
that women perform 76% of all unpaid care work, which
is three times more than the unpaid care work performed
by men, adding to women’s work burdens, time poverty,
stress levels, and opportunities for recreation.® The
attributable economic value of this work is immense. In
China, for example, the estimated value of care work in
2008 was equivalent to 25-32% of gross domestic
product (GDP), with women’s total work time averaging
7-11 hours more per week than men."*"*

Yet this productivity is excluded from key measures of
countries’ economic performance, largely Dbecause
international rules on measuring GDP generally exclude
non-monetarised forms of production and exchange,
which means that although greater CMF production and
sales increase GDP, more breastfeeding does not.” '
These rules shape perceptions about the economic value
of women’s work,”** shifting policy priorities and

Department of Agriculture, most likely because it administers
the Special Supplemental Nutrition Program for Women,
Infants, and Children, through which the government
purchases over half of all CMF sold in the country.®* In 2014,
Nestlé alone spent an estimated $160 000 on lobbying related
to the Special Supplemental Nutrition Program for Women,
Infants, and Children.”

CMF=commercial milk formula. WHA=World Health Assembly. WTO=World Trade
Organization.

resources away from unpaid care."” Increasing women’s
paid workforce participation in pursuit of higher GDP
without accounting for their unpaid work burdens, risks
exacerbating gender inequity while undermining
breastfeeding. The methods used to measure national
economic performance need to be reformed so that
women’s unpaid work burdens and the value of
breastfeeding are factored into policy making (panel 5).

Reducing and redistributing women'’s work burdens to
enable breastfeeding

To breastfeed or CMF feed is not a genuine choice if
breastfeeding means that women and families must
forego employment and secure livelihoods. Breastfeeding
is time consuming for women, which takes away from
time that could be spent on income-earning activities.”
Work is one of the top reasons cited for not breastfeeding,””
highlighting the importance of reducing and redistributing
the unfair and heavy unpaid work burdens of women. "

Time pressures hinder or prevent optimal breastfeeding,
with many women juggling multiple care and income-
earning responsibilities."*** Long-standing evidence from
LMICs shows the importance of considering mothers’
time in developing and implementing infant and young
child health and nutrition policies.*' This consideration
is especially important in the context of labour market
deregulation, which has worsened working conditions in
many countries and especially in LMICs, where a high
proportion of work is in the informal sector, or in sectors
where even paid work is precarious, underpaid, and
unprotected.”™” A disproportionate number of informal
and insecurely employed workers are women.** Low
wages and excessive work hours increase time pressures
on families, and might affect how unpaid work burdens
are distributed between men and women,"”™ including by
reinforcing patriarchal norms and customs that over-
delegate domestic care work to women.

One key cause of time pressure is that governments have
not enacted or funded maternity protection, and have not
enabled family-friendly work environments and child-care
environments. Maternity protection is crucial to reducing
time stresses on women and families (panel 6)."* Evidence
shows a dose-dependent relationship between maternity

www.thelancet.com Vol 401 February 11,2023



Series

Panel 4: A critical examination of the CMF industry’s claimed social and economic benefits

Lobbyists often claim that the CMF industry contributes
investment, jobs, and growth for national economies, whereas
their corporate social responsibility strategies portray a positive
image of its role in sustainable development. However, we
provide a novel analysis showing how the CMF industry creates
and perpetuates a double burden of maldistribution,”*® whereby
disadvantaged populations and future generations are not only
disproportionately negatively affected by the social, economic,
and environmental harms associated with CMF, but also by how
the industry distributes the wealth and income it generates.”

First, from a distributive perspective, negative externalities occur
when corporations are not held financially accountable for the
harms they create, representing value extracted from those who
bear the burden of those externalities (ie, society, the
environment, and future generations). Not breastfeeding
increases the risk of infant and young child mortality, infections
and malocclusion, and potentially obesity and diabetes; and for
women, breast cancer and potentially ovarian cancer and type 2
diabetes."” Not breastfeeding contributes to estimated economic
losses of US$341-3 billion (0-7% of world gross national income)
annually, from increased health-care costs, reduced cognition of
children who are not breastfed, and reduced workforce
productivity associated with not breastfeeding.* By
de-normalising breastfeeding and fostering dependency on
commercial supply chains, CMF marketing undermines infant and
young child food security in the context of major disruptions to
supply chains (as in the US CMF supply shortage in 2022),
affordability, and capacity to utilise, especially during economic
crises and natural disasters.* 1

Second, the environmental harms associated with CMF are
substantial, far exceeding those associated with moderate
increases in the caloric and water needs of breastfeeding mothers.
These harms include greenhouse gas emissions, water use and
pollution, and packaging waste from CMF supply chains, resulting
mainly from dairy production of milk powder and the
manufacturing and disposal of CMF packaging, bottles, and
teats.®*® In 2020, the baby food industry sold 2-0 million tonnes
of powdered CMF worldwide (for infants and young children
aged 0-36 months), equivalent to 2-4 billion 850 g packaged tins.
Follow-up formulas and toddler milks are especially problematic
because, according to WHO, they are unnecessary for a nutritious
infant and young child diet,” and yet in 2020, follow-up
formulas and toddler milks comprised 69% of the world’s total
powdered CMF sales by volume, equivalent to 1-4 million tonnes
or 1.7 billion 850 g packaged tins.”**Hence most CMF sales are
superfluous to human need, unnecessarily use scarce natural
resources, and cause otherwise avoidable environmental harm.*°

Third, as with other ultra-processed food markets,** the brand
power of dominant CMF firms plays a key role in extracting value
from consumers. This brand power is reflected by the
considerable gap between retail sales prices of branded CMF
products and the costs of production;* resulting in high profit
margins and the enormous brand values of major CMF
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manufacturers. These brand values are evident in pricing
strategies, whereby the same CMF product can be up to

four times more expensive in some markets than in others,

and prices of premium brands with health claims can be more
than four times more expensive than economy brands, despite
the minimum nutritional composition of all CMF products being
highly regulated.* This value extracted from families and
households represents money that can no longer be used to
purchase essential household items and services, such as food,
medicines, and health care. In Indonesia, for example, the cost of
purchasing an economy CMF brand equates to 15% of a working
parent’s average monthly salary,* excluding costs of bottles and
teats, and energy used for cleaning and sterilisation.

Fourth, since the early 1990s, the CMF industry has increased
profits by reducing its income tax payments to governments
relative to its total pre-tax income.™ This reduction in income tax
payments contributes to the reduced fiscal capacities of
governments to not only address CMF industry-related harms,
but also to deliver essential public services, including paid
maternity protection; breastfeeding protection, promotion, and
support in health systems; and implementation and enforcement
of the International Code of Marketing of Breast-milk Substitutes
and subsequent resolutions. Major CMF manufacturers have
most likely, to varying degrees, used tax minimisation and
avoidance strategies to increase profits, including by reducing
their effective tax rate (figure 2). For example, Mead Johnson
stated in its 2016 annual report that it had markedly reduced its
global effective tax rate, by taking advantage of foreign tax
rulings, including tax credits from the repatriation of some
foreign earnings.™

Finally, the CMF industry has increasingly distributed a greater
share of income and wealth to shareholders located almost
exclusively in high-income countries. Although 97% of the
industry’s traded share value is owned by high-income country
shareholders, the harms associated with CMF concentrate in low-
income and middle-income countries, representing a form of
wealth extraction.>*® A smaller share of income and wealth has
gone to long-term investments in capital expenditure for job
creation and enhanced productivity.” These trends reflect the
financialisation of the industry, both through increasing
ownership across the industry by large financial institutions

(ie, common ownership), and by the industry’s increasing pursuit
of maximising shareholder value. In the past 10 years, common
ownership across the CMF industry by the world’s largest financial
institutions substantially increased. As of mid-2021,
approximately US $176 billion of the industry’s tradeable equity
was held by the world's ten largest institutional investors, which is
a near 250% increase since 2010. Concerns have been raised
about how such common ownership drives the corporate pursuit
of maximising shareholder value over other the interests of other
stakeholders and society at large."**®

CMF=commercial milk formula.
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Figure 2: Ratio of wealth transfers to shareholders relative to capital expenditure (blue line), and effective tax
rates (red line), of the global CMF industry (excluding east Asian firms), 1990-2020

CMF=commercial milk formula.*Calculated as total value of dividends and share repurchases relative to capital
expenditure; data sourced from Compustat via Wharton Data Research Services; east Asian firms were excluded
due to limited data, including those headquartered in China, Japan, Viet Nam, and South Korea. tThe effective tax
rate was calculated as total income tax divided by pre-tax income; domestic and foreign taxes were aggregated.

protection measures and breastfeeding prevalence and
duration.”***® This means that mothers spending more
time with their infants and young children results in more
breastfeeding.””** Conversely, reducing the amount of this
time shortens the duration of breastfeeding, with the
absence of paid maternity leave creating a reliance on, and
expanding markets for, CMF."™ The ILO’s Maternity
Protection Convention (MPC) establishes the right of
women to a minimum of 14 weeks of maternity leave, paid
at two-thirds of previous earnings and covered Dby
compulsory social insurance or public funds, and the right
to paid lactation breaks and appropriate nursing facilities
upon return to work,” with a further recommendation to
extend this to 18 weeks at full previous earnings.’”
Regrettably, just half of countries have enacted laws that
meet the minimum MPC standard,” and the standard
itself is currently below WHO’s recommended 26-week
duration of exclusive breastfeeding.

Resourcing investments in the unpaid economy: fiscal
policy and gender responsive budgeting
There are widening calls for transformative investments
in the care economy, in response to an escalating global
crisis of care However, despite many calls to
invest in breastfeeding,'”™ governments rarely allocate
necessary budgets.”** Instead, superficial campaigns
with slogans such as “breast is best” substitute for more
difficult and costly measures addressing the sociocultural,
economic, and commercial determinants of infant and
young child feeding.® Without substantive societal
investments to enable breastfeeding, women’s choices
are open to manipulation by exploitative CMF marketing.
Fiscal policies influence breastfeeding in three ways.
First, through social security or insurance, or through

512

tax-transfer systems that provide income security and
ameliorate poverty. Although tax and welfare systems
seem to treat men and women equally, this is not true
because of their different situations in the economy.?”*
Welfare regimes are invariably poorly designed for
women because they have traditionally been designed to
focus on men as paid workers. Instead, women’s
economic vulnerability lies particularly within family and
care responsibilities. Social security financed by
progressive taxation can directly address the resulting
financial pressures that force some women to forego
breastfeeding.”*" Suitable social protections are crucial
to address the gender-specific pathways that force women
into work circumstances that harm maternal and child
health and undermine breastfeeding.”> UN Women
recently called for universal social protection systems to
reduce poverty among women at a time in the lifecycle
when families face increased expenses and loss of
earnings.”

Second, fiscal policies affect breastfeeding by financing
accessible public services such as child care and health
care;®* or infrastructure such as electricity, water,
transport, and communications,”?* which help women
balance multiple demands on their time. For example,
expanding women’s economic opportunities might
require time-saving investments in water and electricity
for households, and access to household technologies
such as cooking stoves. Increased maternal labour
force participation for this demographic implies large
government expenditures on quality child-care
services,”*”* which provide environments that protect
exclusive and continued breastfeeding.”***

Third, fiscal policies also shape financial incentives,
such as lowering the cost of goods or services that
support or undermine breastfeeding.? For example,
some countries tax lactation aids or breast pumps, or
provide free or subsidised CMF.” Other countries
subsidise CMF marketing, or welfare programmes that
provision free CMF, and encourage women to return to
work soon after childbirth.”*% In the USA, a policy of
mandating health insurance coverage of breast pumps
and lactation support has arguably cleared the US
government of the responsibility to ensure that paid
maternity leave is provided for all working women.'*2%*?%
Such policies manipulate women’s choices and
undermine their autonomy on breastfeeding and child
care. Health-care financing arrangements and budget
constraints also incentivise health-care facilities against
providing breastfeeding support and towards accepting
gifts, donations, or sponsorship from CMF companies.”

Governments have obligations to use maximum
available resources for progressively fulfilling rights. Fiscal
retrenchment policies leave families, mainly women,?***
responsible for providing the investments required for
infants and young children to grow and develop with little,
if any, support.”*?*** Governments can expand available
resources to progress the rights of women and infants and
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Panel 5: Recognising the economic value of breastfeeding as women’s care work

There is growing recognition that production in the non-market
household sector, including breastfeeding and other forms of
unpaid care work, is too important to ignore in economic policy
making. In Organisation for Economic Co-operation and
Development member countries, the economic value of such
production ranges from 20% to 40% of GDP.** Economic GDP
growth rates could be overstated, because market sector
replacement of unpaid child care provided by households is not
accounted for in GDP growth accounting.™*

Breastfeeding epitomises the effects of public policy ignoring the
productivity of women in care work.” International rules for
measuring GDP exclude breastfeeding because it is defined as an
unpaid service by the SNA, the UN's internationally agreed
standard set of recommendations on how to measure economic
activity. However, the SNA provides for breastmilk to be counted
as a home-produced good, following 2003 revisions that defined
such non-market food production as a core GDP activity.”®

In 2009, a Commission, led by Nobel prize winning economists
Joseph Stiglitzand Amartya Sen, conducted a review of the SNA
that cited breastfeeding as an example of how existing rules for
measuring GDP biased measurement and distorted policy
making. It stated that the value of breastmilk was “a serious
omission in the valuation of home-produced goods” and that
breastmilk is “clearly within the [SNA] production boundary”
and “quantitatively non-trivial” with important implications for
public policy and child and maternal health.**

Importantly for the SNA reform agenda on measuring human
capital, breastfeeding also provides substantial but previously
unmeasured contributions to human capital formation,
including through the effects of maternal-infant bonding

and early nutrition on cognition, and future labour market
outcomes.* Despite renewed promises of SNA reforms,
there has been little progress.” Likewise, no countries have
implemented the practice of measuring breastmilk
production in GDP. Arguments, such as disruption to
statistical collections, or the priority focus of macroeconomic
policy being the market sector,” have been made against
doing so."* The scarcity of political priority given to
documenting women's care work is further illustrated by the
shortage of timely and accurate data on breastfeeding
practices, especially in high-income countries, and of
time-use surveys documenting the intense demands of infant

young children by considering options such as
expansionary ~ monetary  policy,  gender-sensitive
development assistance, or debt and deficit financing.”***
Gender-responsive budgeting is increasingly seen as a
useful strategy for assessing how governments fiscal
policies contribute to achieving gender equity.*** This
approach scrutinises the divergent effects on men and
women of budgets and the frequent non-recognition of
unpaid work."###* An international NGO coalition has
proposed a Gender Budget for Breastfeeding centred on
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and young child care.**** Addressing such long-standing
gender biases in statistical systems would make the economic
gains from breastfeeding more visible, and the implications
for women's wellbeing more evident to policy makers.™#

Recognising and strengthening self-determination of women
as food producers is also an important lever for achieving
sustainable food systems and development.”? Breastfeeding
women represent a globally distributed food production,
nurture, and care system, provisioning breastmilk as a basic
food for infants and young children in all countries. Using
UNICEF data on livebirths and breastfeeding rates, and drawing
on available evidence about breastmilk intake and the extra
nutritional needs of lactating women, the annual volume of
milk produced by women for infants and young children (aged
0-24 months) in low-income and middle-income countries was
estimated at 23-3 billion litres in 2010.% If 95% of
breastfeeding women with infants and young children were
enabled to breastfeed, the total amount of breastmilk produced
per year would be 40% higher. Estimates for high-income
countries such as Australia and the USA show that where
optimal breastfeeding is not well supported, more than half the
potential production of this uniquely valuable food is lost.*?
The Mothers Milk Tool estimated the global monetary value of
women's milk production for infants and young children (aged
0-36 months) was approximately $US 36 trillion in 2020."*

Breastfeeding is also an under-recognised element of food
policy and planning. With the exception of Norway,
breastmilk production is excluded from international and
national food monitoring systems. A study™® of Norway
showed the importance of breastmilk production as a food
source, and as a contributor to national food security.
Estimated total milk production by Norwegian women with
infants and young children (aged 0-24 months) increased from
8-2t0 10-1 million L per year, or 69-0 to 91-0 L per capita,
between 1993 and 2019.”"*° Recognising breastfeeding as an
economically valuable form of global food production could
help raise the importance of breastfeeding protection as an
issue in international trade decision-making fora including the
Codex Alimentarius Commission and World Trade Organization,
relative to global commercial milk formula trade promotion.#

GDP=gross domestic product. SNA=System of National Accounts.

implementing WHO’s Global Strategy on infant and
young child feeding, and has called for a dialogue between
gender budget analysts and breastfeeding advocates.”

The health sector

Health systems and health-care professionals play a major
role in shaping infant and young child feeding practices
through the provision of maternal and infant and young
child care, scientific evidence, public information, and
policy advocacy. However, health systems worldwide show
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Panel 6: Maternity protection policies for reducing and redistributing care work burdens

Paid maternity leave improves a range of maternal and child
health outcomes, including breastfeeding.” Every additional
month of paid maternity leave entitlement reduces infant
mortality by an estimated 8 per 1000 livebirths in LMICs,”
and improves maternal mental and physical health, including
by enabling women to breastfeed.”>*7¢

A systematic review” of studies spanning the Americas, Asia,
Africa, Europe, Oceania, and southeast Asia, found that women
with 3 months” maternity leave, paid or unpaid, were at least
50% more likely to continue breastfeeding compared with
women returning to work before this time, and those with

6 months or more were 30% more likely to maintain 6 months
of breastfeeding. An analysis of data from 38 LMICs found a
1-month increase in legislated maternity leave associated with
a7-4% increase in breastfeeding initiation, a 5:9% increase in
exclusive breastfeeding, and a 2-:2 month increase in duration.””
Among high-income countries, several studies indicate paid
maternity leave increases breastfeeding prevalence, exclusivity,
and duration. In Canada, expanding paid maternity leave from
6 months to 12 months increased the proportion of mothers
exclusively breastfeeding to 6 months by almost 40%, and
duration increased by 1 month from 5 months to 6 months.*”®
The introduction of paid parental leave in California, USA, was
found to increase exclusive and any breastfeeding at 3, 6,

and 9 months,”and in Germany and Australia to increase
breastfeeding duration but not initiation.

Conversely, in China, from 1988 to 2008, fiscal and market-
oriented economic reform policies widened gaps in men and
women'’s work burdens and incomes.**? These policies also
reduced paid maternity leave, with the average length of paid
leave decreasing by 23 days among least educated mothers,
reducing their likelihood of breastfeeding for at least

six months by 9%.'® Similarly, welfare reforms in the USA
encouraging new mothers’ return to work within 12 weeks led
to a 16-18% reduction in breastfeeding initiation, and a
4-6-week shorter breastfeeding duration.”® In 2022, the
Norwegian Labour Directorate found that increasing paternity
leave alongside shortening the paid maternity leave available
to mothers, saw an increased proportion of mothers taking
unpaid leave to stay at home longer, and to breastfeed.”®

Workplace policies and programmes such as breastfeeding
breaks and flexi-time, convenient creches and facilities for
breastfeeding and breastmilk expression and storage, and
promoting support from work colleagues, can help mothers
maintain breastfeeding if their employment separates them
from their child.”*** An analysis of data from 182 countries
found breastfeeding was approximately 9% higher in the 71%
of countries guaranteeing rights to paid breastfeeding breaks.”®”
Even simple measures, such as requiring the availability of a
workplace refrigerator to store breastmilk, can support
employees to continue breastfeeding.’®® Breastfeeding-friendly
workplaces can enable mothers to practise exclusive
breastfeeding for longer,™ and reduce maternal absenteeism.*°

Several global instruments provide minimum standards
relevant to working women, children, and breastfeeding
including the MPC, the Convention on the Rights of the Child,
and the Convention on the Elimination of All Forms of
Discrimination Against Women.” Governments ratifying such
instruments accept responsibility for applying maximum
available resources to progressively fulfil such rights. However,
just 65% of potential mothers live in countries fully aligned
with the MPC's minimum standard of 14 weeks’ maternity
leave, paid at two-thirds of previous earnings, covered by
compulsory social insurance or public funds.*? This coverage by
the full MPC minimum standard ranges from 92% in Europe
and central Asia, to 35% in the Americas, and none in Arab
states. There are 82 countries that do not meet any MPC
requirements, leaving 649 million potential mothers without
adequate maternity protection.**?

Worldwide in 2021, the average duration of maternity leave
paid at two-thirds previous earnings was 18 weeks, but in

64 countries it was under 14 weeks, which means three in

ten potential mothers do not have adequate entitlements to
sufficient time off to rest, recover, and care for their infant
following birth.? Even where legislated, maternity protection
is often unavailable or unenforced particularly among the
informal workforce, and especially in China, Latin America and
sub-Saharan Africa, where almost half of all informal workers
are women. Alongside the right to breastfeed at work,

and availability of nursing facilities, the International Labour
Organization also emphasises adequate frequency and
duration of nursing breaks. Worldwide, 14% of potential
mothers live in countries with no entitlement to nursing
breaks; 52% live in countries where nursing breaks are 1 h or
shorter; and 61% live in countries without mandated
workplace nursing facilities.’?

The International Labour Organization estimates that
addressing these care policy gaps with comprehensive
maternity protection measures that extend adequately paid
maternity and parental leave, and provide breastfeeding
breaks at minimum standards, would have a global cost

in 2030 of US$269 billion or 0-25% of GDP.*%Even in countries
with the least generous or no paid maternity leave, or where
the informal sector is large or wages relatively high, these
measures would cost no more than 0-50% of GDP.* Collective
financing of breastfeeding breaks at International Labour
Organization minimum standards would cost $31 billion or
0-03% of GDP.** This cost estimate includes comprehensive
measures covering the informal sector where detailed studies
in diverse country settings, including Brazil, Ghana, the
Philippines, Indonesia, and Mexico, show such measures to be
both feasible and affordable.”7°*94%

GDP=gross domestic product. LMICs=low-income and middle-income countries.
MPC=Maternal Protection Convention.
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many shortcomings in their responsibilities to protect,
promote, and support breastfeeding® For example,
national surveys from 32 countries show that under half of
women giving birth receive breastfeeding counselling*'
and just 10% of births occur in facilities accredited by the
Baby-friendly Hospital Initiative (BFHI), a worldwide
effort launched by WHO and UNICEF in 19912 We
highlight three inter-connected sets of reasons for why
health systems shortcomings are so prevalent.

The first set of reasons concern the dominance of
patriarchal and biomedical cultures. Despite women
constituting over 70% of the health workforce
worldwide,” biases and prejudices against women are
common and produce poor maternity care experiences,
including women being subjected to incidences of
obstetric violence and mistreatment.***¢ Satisfaction
with maternity care and breastfeeding outcomes improve
when health systems enable woman-centred, culturally
appropriate, and midwife-led models of care that actively
empower women and enable skilled, knowledgeable, and
experienced peers to support women during pregnancy,
childbirth, and postnatally.*”** Attitudes, norms, and
beliefs that privilege biomedical and curative care, and
those that stress individual choice and responsibility,
detract attention away from the sociocultural and
economic factors undermining breastfeeding, especially
among marginalised and disadvantaged groups.*"**

Globally, only 12% of estimated recurrent health-care
spending is directed at preventive services, compared to
70% for curative care.” This curative bias not only
contributes to the underresourcing of breastfeeding
support and counselling, but also to the over-medicalisation
and overuse of harmful interventionist practices.”* High
rates of caesarean sections and the routine separation of
newborn babies from mothers, for example, disrupt
normal lactogenesis and undermine breastfeeding
initiation. Women need substantive additional time and
support to recover following birth by caesarean section,
complicating both their physical and mental health, and
capabilities to care for and breastfeed their infant.****
Inadequate attention to quality maternal and infant and
young child health care is further seen in the insufficient
recognition of infant and young child feeding and
breastfeeding support as key elements of good health
professional education and training.**® Even when
health professionals agree that breastfeeding is optimal,
these professionals often do not have the skills, knowledge,
and experience to support women and families. Multi-
country assessments report health professionals, and
especially physicians, commonly have insufficient pre-
service education and in-service training on breastfeeding
and early-life nutrition.**#***? This educational deficit
affords CMF companies the opportunity to provide
health professional education aligned to their marketing
strategies.*

The second set of reasons relate to the tolerance and
acceptance of the CMF industry’s influence in health-care
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systems, especially in paediatric nutrition policy, practice,
and research. Companies have continued to provide
financial and other incentives to health professionals; fund
academic research and the development of clinical
guidelines; sponsor meetings, conferences, and
scholarships for health-care professionals; and directly
provide paediatric nutrition education.®***** QOnly
five countries completely prohibit the donation of equip-
ment or services by manufacturers or distributors of
products within the scope of the Code.® Such practices
create clear commercial conflicts of interest, while
enhancing the legitimacy of the CMF industry with health
professionals, administrators, and policy makers. These
activities are enabled by incomplete implementation of the
BFHI and its ten steps to successful breastfeeding, which
requires health facilities to be fully compliant with the
Code. Evaluations show that BFHI is effectively imple-
mented when resourced and fully supported at the health-
system level, rather than when costs and responsibilities
are imposed upon individual facilities.?*7-2*

The CMF industry’s influence within health systems
also reflects a broader shift in norms and attitudes about
the acceptability of corporate actor involvement in public
policy and service provision. A neoliberal policy paradigm,
which has become increasingly dominant since the 1990s,
has seen greater outsourcing of public services to corporate
providers, fostered preferences for mixed public—private
models of governance,”** and emphasised market
competition to improve the efficiency and quality of public
services.”” Deregulation of the financial sector has
encouraged more aggressive modes of profit-seeking,
generating pressures on policy makers to open up public
spaces and services to private investors, including in the
health sector.”** The growing acceptance of commercial
actors and market forces in health systems drives over-
medicalisation, through the promotion of technological
solutions conducive to profit. This overmedicalisation is
illustrated by the industry-driven overdiagnosis of cow’s-
milk protein allergy, and high levels of unnecessary
expenditure on specialised CMF.***° In contrast, proven
non-commercial interventions for improving neonatal
survival and breastfeeding rates, such as kangaroo mother
care (which involves infants being carried, usually by the
mother, with skin-to-skin contact), have been neglected.”

The third set of reasons are the political and economic
determinants of under-resourced public services. Many
health systems require increased funding to adequately
resource effective breastfeeding promotion, protection,
and support, especially for vulnerable families and
population groups. Moreover, in many places, health
promotion and disease prevention services are precarious
and vulnerable to disruptions arising from conflict,
economic crises and environmental disasters, as evident
during the COVID-19 pandemic.”** There are many
reasons why public finance and budgets for health
promotion and disease prevention are inadequate.”?* An
overall lack of public investment in preventive health care
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was highlighted in 2021 by the WHO Council on the
Economics of Health for All, established to understand
why so many countries have not mitigated the direct and
indirect health effects of COVID-19.%¢* Health-care
expenditure is also still frequently viewed as a cost by
Ministries of Finance rather than an investment for social
and economic development, thereby forfeiting the social
and economic benefits that breastfeeding delivers and the
health-care cost savings from improved breastfeeding
practices, which numerous studies have shown."**¢

Crucially, the WHO Council argued that raising greater
amounts of public revenue for public goods and services
through prevention of tax avoidance and evasion, and the
removal of unnecessary fiscal policy limitations to public
budgets could be done without causing macroeconomic
instability. According to one report, over $1 trillion of
global public revenue is lost every year from tax
competition, avoidance, and evasion.” The equivalent of
34 million nurse’s salaries are estimated to be lost to tax
havens each year, and lower-income countries are, on
average, losing tax equivalent to approximately 52% of
their health budgets.” The WHO Council also argued for
improved governance and regulation of the financial
sector so that private finance can be prevented from
causing social harm, and instead be harnessed to better
serve the common good.

Conclusions and recommendations

Less than half the world’s infants and young children are
breastfed as recommended, despite decades of effort to
protect, promote, and support breastfeeding. The low
rate of worldwide breastfeeding is deeply disturbing
given improved scientific knowledge of breastfeeding’s
importance (as outlined in the first paper of this Series),*
long-standing guidance on how to increase breastfeeding
practices, and stated commitments for its promotion.
Although calls for the universal adoption of evidence-
based interventions to improve breastfeeding rates
should be repeated, this Series paper aims to identify the
actions required to remove political and economic
barriers to their implementation.

Key among these barriers is the power of the CMF
industry to grow CMF markets well beyond human need,
enabled by processes of globalisation, financialisation, and
the expanding commodification of infant and young child
feeding. The industry’s globally coordinated marketing and
political activities create conflicts of interest and policy
gaps, foster maternal vulnerabilities, and create new CMF
markets that are harmful to human and planetary health.
Interventions by dairy and CMF producing states in the
WTO, Codex Alimentarius Commission, and other fora
strongly impede worldwide implementation of the Code,
and contradict their stated commitments on breastfeeding.

Our findings call into question the CMF industry’s
claims about playing a positive role in sustainable develop-
ment. We show how the CMF industry extracts income
and wealth, while externalising the health, environmental,

and economic costs. These harms are borne by society at
large, but especially by populations in LMICs, whereas the
wealth generated by the industry flows almost exclusively
to shareholders in high-income countries. When the
environmental costs of excessive and unnecessary CMF
production are fully considered, the promotion of CMF,
and especially of follow-up milks and toddler milks, is
clearly incompatible with the need to prevent the crises
posed by global heating and ecological decline.

There is a pressing need to reverse unfair work burdens
placed on women, to make visible the economic value of
breastfeeding and other unpaid work within mainstream
economics, and to recognise breastfeeding as a globally
distributed form of food production within food
surveillance systems. Data collection on breastfeeding is
particularly poor in high-income countries, allowing
governments to avoid their responsibilities for progressing
the rights of women and infants and young children
everywhere. Data to accurately account for women'’s work
burdens is essential and should be accompanied by the
adoption of an economic paradigm that views expenditure
on breastfeeding protection, promotion, and support as an
investment with positive social, economic, and environ-
mental returns, and not as a cost. Job insecurity and limited
maternity protection for women employed in both the
informal and formal sectors also represents a social policy
deficit and perversely creates an environment in which
CMF is marketed as a means of empowering women.

Structural barriers also prevent health systems from
adequately protecting, promoting, and supporting breast-
feeding. Overcoming these barriers means tackling the
reasons for the inadequate public funding of maternity
and breastfeeding support services, the normalisation of
corporate influence and conflicts of interest within health
systems, and the existence of views and attitudes that
privilege commercial technologies and biomedical inter-
ventions over women-centred and culturally appropriate
care.

Importantly, the analyses presented in this Series paper
point to recommendations and actions that extend beyond
the issue of breastfeeding and the health sector to include
structural reforms that cut across society, and that are
political and economic in nature. We propose a set of six
high-level recommendations that complement those of
the first and second papers of this Series.*

Recommendation one: curtail the power and political
activities of the CMF industry

We affirm all recommendations aimed at curtailing the
CMF industry’s marketing activities, including the
adoption of a framework convention on the commercial
marketing of foods for infants and young children. Such a
convention would obligate governments to fully legislate
the Code provisions into national law, strengthen
accountability systems for infant and young child nutrition,
and act as a stronger reference standard in international
trade and food standards fora. In addition, we call for
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regulations to curtail the CMF industry’s power and
political activities.”**" These regulations include adopting
public registries of corporate lobbying activities; obligations
for senior public officials to disclose meetings with
lobbyists and receipt of gifts or other inducements;
requirements for research institutions, think tanks,
professional organisations, and NGOs to disclose funding
sources; and public disclosure of expert advisory groups.
We call for the adoption of robust anti-trust policies to
curtail the oligopolistic power of CMF corporations, and
for legally binding instruments to regulate, in international
human rights law, the activities of transnational corpora-
tions and other commercial actors.””

Recommendation two: end state practices that do not
uphold, or that violate, the rights of women and children
Existing human rights treaties and conventions place
duties and obligations upon society, and governments in
particular, to achieve the progressive realisation of human
rights.”” These human rights include the right that every
infant and young child has to the highest attainable
standard of health and best possible nutrition; and the
rights of women to appropriate maternity protection, care,
and accurate information for informed decision making.
We call on governments of dairy and CMF producing
nations to end the practice of challenging legitimate
measures by other governments to protect breastfeeding
in the WTO, Codex Alimentarius Commission, and other
multilateral and bilateral fora, and to regulate against
the extra-territorial harms generated by corporations
registered in their jurisdictions.” We ask the Committee
on the Rights of the Child, the Commission on the Status
of Women, and other relevant bodies to monitor and
report on member state activities that violate children’s
and women’s rights in the WTO and Codex Alimentarius
Commission.

Recommendation three: recognise, resource, and
redistribute women'’s care work burdens in support of
breastfeeding

To address the care policy and resourcing deficits, and
excessive work burdens for women that currently
undermine breastfeeding, we call on governments to
adopt gender-sensitive fiscal reforms and gender budget-
ing principles and practices, and to eliminate current
biases and short-sighted perspectives in economic
accounting systems. Such action would include adopting
new or strengthened national data collections and
analytical approaches such as time-use accounting for
unpaid work, and incorporating breastfeeding and
breastmilk production into national accounting systems.
We also call on governments to fully resource compre-
hensive maternity rights protection, and to adopt and
enforce legislation prohibiting discrimination against
women during maternity. To support this, member states
should call on the ILO to more frequently report country-
level progress on adoption of the MPC and to extend the
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current standard on paid maternity leave duration to align
with the WHO-recommended duration of 6 months of
exclusive breastfeeding. We also call for breastfeeding and
breastmilk production to be recognised in international
and national food surveillance systems, and for greater
attention to breastfeeding in sustainable food systems
dialogue and action.

Recommendation four: address structural deficiencies
and commercial conflicts of interest in health systems
To enable adequately resourced and effective models of
maternity and infant and young child care, we call on
governments, donor organisations, and health pro-
fessionals to promote culturally appropriate and women-
centred care, and reverse over-medicalised maternity care
that undermines breastfeeding. We also call for rigorous
protocols to prohibit inappropriate commercial conflicts
of interest in health policy making, professional
education, and research. We further call for a marked
expansion in health professional training on breastfeeding
and infant and young child nutrition, including curricula
on ensuring compliance with the Code, and preventing
commercial conflicts of interest.

Recommendation five: increase public finance and correct
the misalignment between private and public interests
We call on governments and institutions with responsibility
for financial and economic governance, including the
International Monetary Fund and World Bank, to adopt
sensible and feasible economic policies that will generate
the public revenue required to fund the recommendations
made in all three papers of this Series.*” Increasing public
financing is feasible and can be done in ways that are
fiscally and economically responsible, which has been
noted by many experts.”*** Recommendations for doing so
include reversing the prevailing austerity approach to
public administration and finance; using fiscal policy to
channel larger volumes of investments into maternal,
infant, and young child health and nutrition; and
preventing public revenue losses from international tax
competition, avoidance, and evasion. Public subsidies to
the CMF industry and large-scale public procurement of
CMF should also be questioned, so that these funds might
instead be redirected towards maternity care and
breastfeeding support services.

Recommendation six: mobilise and resource advocacy
coalitions to generate political commitment for
breastfeeding

Implementing the recommendations listed above will
require the resourcing and mobilisation of broad-based
advocacy coalitions working across a diverse agenda of
society-wide political and economic reforms, and across
focused interventions aimed at the marketing and political
activities of the CMF industry. Specifically, we call for
those working separately on breastfeeding, women’s
health, health systems strengthening, sustainable food
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systems, and child nutrition—across civil society,
academia, and health systems—to strengthen their links
and campaign more effectively together on shared social,
political, and economic goals. We also call for greater
attention to the social, economic, and environmental
harms of CMF production and consumption, and for
those working on environmental protection, tax justice,
and social inequality to incorporate the global
breastfeeding advancement agenda into their work.
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